T h e n e w e ng l a n d j o u r na l o f m e dic i n e c o r r e s p o n d e n c e
The Spread of Obesity in a Social Network
To the Editor: In the report on the spread of obesity in a social network, by Christakis and Fow ler, and the accompanying editorial by Barabási (July 26 issue), 1,2 variables of social and economic status (SES) are not mentioned. Social networks conceal a high degree of social homogeneity -that is, people are more likely to network with people at similar income and educational levels -and we suspect that they may operate differently in dif ferent contexts. For example, the way a social net work affects the incidence of obesity in a commu nity where most people have a low educational level and cannot afford a healthy diet is likely to differ from the way it affects an affluent and well informed community. In 2000, obesity in the Unit ed States was reported to be highest among black women and people who had not completed high school, 3 and among black women, a low socioeco nomic position predicts an early onset of obesi ty. 4 SES variables should be included in any inter pretive model, and public health policies for the prevention of obesity should take into account the SES characteristics of the communities they are supposed to benefit. To the Editor: Christakis and Fowler describe how weight gain occurs in social clusters and stress that people are influenced by the appearance and behaviors of others. In behavioral economics, this mechanism is referred to as "anchoring," meaning that judgments are based not on absolute values but on comparison with implicit reference points ("anchors"). 1 We collected data on the sense of ur gency with respect to weight control that show how subtle and powerful anchoring can be. With the use of different anchors for the same scenario, 154 subjects were asked to judge the importance of taking action concerning their weight if 35% of the population was heavier than they themselves were (scenario A) versus the importance of tak ing action if 65% of the population was thinner than they were (scenario B). The importance of weight control was judged to be significantly lower 1.
2.
3. To the Editor: I believe that the article on the spread of obesity in a large social network has im portant public health implications. It is also of con cern for those of us involved in health technology assessment and firm believers in the advantages of randomized, controlled trials.
4.

this week's letters
The study focused on obesity, but the findings probably hold for nearly all types of lifestyle inter ventions. By using the concept of etiologic frac tion and using data on smoking behavior among smokers and nonsmokers, I previously estimated that for every 10 people who stop smoking, there will be another 2 who in the long run do not smoke as a consequence, 1 an indirect effect of 20%. Trends toward a decline in smoking around the world have surely been reinforced by social dif fusion.
It is obvious that randomized, controlled tri als with individual allocations do not take these indirect social effects into consideration and there by underestimate the effects. Health technology assessments have so far not considered these in direct effects, and organizations such as the one I represent may have somewhat hampered the development of lifestyle interventions. 
1.
The authors reply: We investigated the inter personal spread of obesity as a possible factor in the obesity epidemic. Tamburlini and Cattaneo are concerned about the role of SES. Our reported analyses did account for education. Additional analyses (not reported in the article) also accounted for income. Adjustment for either or both of these measures did not alter our finding that weight gain in one person was associated with weight gain in others. Moreover, we found no significant differ ence in the likelihood of spread according to whether the level of education was high or low.
Knecht et al. provide very nice evidence for the effects of both "framing" and "anchoring." The experiment they describe shows the importance of how framing the context of an individual re spondent affects responses (i.e., the otherwise equivalent description of the group as being com posed of 35% of people who are heavier than the respondent versus 65% who are lighter). Even more telling results, we suspect, would arise if the sce narios were manipulated so that 45% or 55% or 65% of the group was described as being lighter than the respondent. 1 As suggested in our report, we suspect that increasing weight gain in a popu lation may affect reference points for what peo ple perceive as "normal" weight, 2 and this might be one mechanism for the interpersonal spread of obesity. Moreover, personal assessments of weight vary, perhaps in keeping with the sociodemo graphic group to which a person belongs. 3 We agree with Rosén both with respect to the likely relevance of our findings to other health behaviors (e.g., smoking) and also with respect to the relevance of our findings for technology as sessment. The existence of interpersonal health effects has substantial implications for the analy sis of health policy, since outcomes in individu als to whom a person is connected should, in many situations, be included in enumerating costs and benefits of interventions. 4 This is not limited solely to lifestyle interventions: replacing a hip, preventing a stroke, or curing a cataract in one person may reduce the disability not only of that person but also of his or her spouse, for example.
Social networks are relevant to health and health care. One point worth emphasizing, how ever, is that social support is well known to be important. 5 It is therefore unlikely that severing ties with people on the basis of any of their par
